Introduction Methods
In this paper we describe the results of a 15-year follow-up of a school-and community-based smoking prevention program in the province of North Karelia, Finland.
In the late 1 970s, information-oriented prevention programs in schools had no apparent effect on smoking behavior; prevention programs based on broader theories of behavioral change followed. In all the surveys, self-reported smoking was measured by the following question: "Do you smoke now?" Possible responses were 1 (not at all), 2 (less than once a month), 3 (once or twice a month), 4 (once or twice a week), and 5 (daily). Daily smokers were asked to estimate the number 
Results
Participation was sustained at high levels, with 71% of the cohort retained after 15 years. Immediately after completion of the program in 1980, one-third fewer students reported smoking at least once a month in both intervention groups than in the control group. Six months and 2 years later, results were much the same. At 8-years, a preventive effect persisted only in the schools with teacher-led programs. At 15 years, differences between program and control schools were no longer statistically significant (Table 2) .
Among the nonsmokers at baseline who were followed up to age 21, at any given level of smoking significantly fewer students in the intervention schools than in the control schools took up smoking (Table  3) ' In the Stanford Five-City Project, likewise, a program aimed at adults was found to have no effect on smoking among youths.22 These findings suggest that school-based prevention campaigns should be combined with both communitywide cessation campaigns for adults and a strong mass media component.
It is somewhat surprising that the health educator-led program did not have stronger effects than the teacher-led program after the immediate posttest. This finding may be a result of the communitywide program to which both sets of program schools were exposed. The number of schools was too small to permit firm conclusions about the level of effectiveness of the two programs. However, the results suggest that these programs may also be effective in normal school settings.
By the time the subjects were 28 years old, the advantage of the intervention schools was reduced and was no longer statistically significant. The reduction followed mainly from a decline in smoking, which was greater in the control than in the intervention groups. However, a preventive effect was seen among those who were nonsmokers at the outset. This result raises the possibility that greater effects could be achieved if preventive programs were begun before children were likely to take up smoking. With very long follow-up, lifetime exposure to smoking starts to become a more important measure of outcome than the actual prevalence of smokers. The statistical power in this study is insufficient for separate analyses of males and females. However, the consistency of the pattern of preventive effect measured either by lifetime exposure or by smoking prevalence in successive follow-up surveys suggests that the program may be more effective among males than among females. Similar findings have surfaced from the Oslo Youth Study in Norway.9
From a statistical point of view, the most appropriate unit for analysis is the selection unit for assignment to intervention and control groups. In school programs this is feasible. In our study there was surprisingly little difference in the results whether the unit was a school or a student, despite the fact that we had only six schools in our study. The schools selected for the program were typical of schools in eastern Finland. About 60% of the Finnish people live in urban areas. The differences within the country are relatively small. Hence, it is likely that these schools represent normal and typical Finnish schools.
This study provides evidence that the effect of a school-based smoking prevention program can last for several years, 
